weakness. In 1972 she had developed transient arthritis of both knees, with several relapses in subsequent years.
Physical examination revealed anaemia and a generalised, nonitching skin rash. The heart outline was enlarged, without signs of heart failure. Auscultation disclosed no cardiac murmurs or friction rubs, and there was no paradoxical pulse. The second and third distal interphalangeal joints of the right hand were swollen and tender; no other signs of arthritis were detected.
Laboratory tests revealed a Westergren erythrocyte sedimentation rate (ESR) of 65 mm/h, haemoglobin 9-6 g/dl, haematocrit 30%, white blood count 13 5 x 109/l with 54% polymorphonuclear leucocytes, 32% bands, 12% lymphocytes, 2% monocytes, and 2 % eosinophils; platelet count 578 x 109/l, serum creatinine 50 ,tmol/l, alkaline phosphatase 165 U/l (normal, 120 U/1), aspartate transaminase (SGOT) 17 U/l, alanine transaminase (SGPT) 12 U/1, serum lactic dehydrogenase (LDH) 256 U/l (normal 175 U/l). Rose-Waaler test, latex fixation test, and antinuclear antibodies (ANA) test were negative. A chest x-ray disclosed an enlarged heart but no signs of pulmonary oedema. Echocardiography revealed an echo-free space on the anterior and the posterior sides consistent with pericardial effusion. X-rays of the hands (Fig. 1) 
